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Public perception of depression 
in the city of São Paulo
ABSTRACT
OBJECTIVE: To assess how the population identifi es symptoms of depression 
as well as its causes.  
METHODS: A household survey with a probabilistic sample of 500 
individuals, residing in the city of São Paulo and aged between 18 and 65 years, 
was conducted in 2002. A structured questionnaire including sociodemographic 
data and a vignette presentation describing a person with depression, according 
to the Diagnostic and Statistical Manual of Mental Disorders-IV and the 
International Classifi cation of Diseases-10 was used during the in-person 
interviews carried out by trained, qualifi ed interviewers. Two questions about 
the vignette’s symptom identifi cation were subsequently asked. The results 
were analyzed by means of logistic regression and variance analysis.  
RESULTS: Symptoms presented were identifi ed as “depression” by less than 
half of the sample. About 20% of respondents believed it was a mental illness. 
Low level of education was the only variable associated with identifi cation as 
mental illness (OR=2.001, 95% CI: 1.275; 3.141, p=0.003). The most relevant 
causes were “unemployment” and “isolation”. Biological, spiritual and moral 
causes were considered to be less relevant. Factors that most infl uenced the 
responses about causes were level of education, gender, personal experience 
with mental problems and identifi cation as mental illness. 
CONCLUSIONS: The population of the city of São Paulo in general, 
especially those with a higher level of education, views depression in terms 
of a psychosocial model that somewhat differs from the biomedical model.
KEY WORDS: Mental health. Depression. Perception. Health 
knowledge, attitudes, practice. Morbidity surveys. Questionnaires, 
utilization.
INTRODUCTION
Depression is considered to be one of the ten most important causes of in-
capacitation in the world, leading to physical, mental and social functioning 
limitations.13 However, only a small portion of the affl icted population receives 
adequate treatment. Moreover, stigma still weighs signifi cantly on people with 
depression. The manner by which the population identifi es depression symptoms 
and their beliefs about its etiology can infl uence the process of seeking help 
and treatment adherence, as well as the community’s attitude and behavior in 
relation to those who suffer from this disorder.8
Recent studies assessed how the general population identifi es symptomatic 
descriptions of depression and the causes attributed to it. These studies indicate 
that the public recognizes depression as an emotional or mental health problem. 
The main causes associated with it are of a psychosocial nature, especially 
stressful events in the person’s life, whereas causes of a biological or spiritual 
nature are rarely linked to it.1,2,6,10,15
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refl ected a person with depression, the vignette was 
previously assessed by three experienced psychiatrists 
from Universidade Federal de São Paulo’s Department 
of Psychiatry. The gender of the person described in 
the vignette (José or Maria) was randomly distributed 
among respondents. The vignette was thus designed:
“José (or Maria) is 30 years old and, in the last months, 
he/she has been feeling sadder than usual, almost every-
day. He/she has lost interest in activities that he/she used 
to like, feels irritable and has no energy to do things 
most of the time. He/she has also lost his/her appetite 
and has diffi culty sleeping. His/her family noted that 
he/she has been feeling listless, cries easily and does 
not do his/her tasks as he/she used to.”
After the vignette presentation, the respondent an-
swered the following open question: “What do you 
think José/Maria has?”. Multiple responses were ac-
cepted. After this, the following closed question about 
identifi cation as mental illness was presented: “Do you 
believe he/she has some mental illness?”.
The attribution of causes was assessed by presenting 
18 possible causes: isolation, unemployment, family 
or love problems, excess of work, bad diet, drug use, 
recent stressful event, childhood problems, severe blow 
on the head, weak character or lack of willpower, lack 
of self-esteem, excessive nervousness, black magic or 
evil spirits, lack of faith in God, fate, virus or infection, 
genetic problem, brain dysfunction. 
For each cause presented, the respondent answered 
based on a scale of fi ve points that ranged from “I 
completely agree” to “I completely disagree”. Then, 
the respondent had to choose which cause he/she con-
sidered the most important for the situation described in 
the vignette, among the 18 possibilities presented.
In order to verify possible determinants for the identi-
fi cation as mental illness, logistic regression analysis 
was performed. The following variables were included 
in it: gender (male, female), age group (18-29 years, 30-
49 years, 50-65 years), religion (no religion, Catholic, 
Evangelical), level of education (0-7 years of completed 
studies, 8 or more years of completed studies), social 
class (A, B, C, D and E, according to the classifi cation 
system from the Associação Brasileira de Institutos de 
Pesquisa de Mercado (ABIPEME – Brazilian Associa-
tion of Market Research Institutes), and personal expe-
rience with mental health problems in general. Personal 
experience was assessed by means of the following 
question: “Have you ever had a problem with your 
nerves, emotional or mental disturbances, depression, 
or problems due to alcoholic drinks or drugs?”.
The “Enter” method was used, and each non-signifi cant 
variable (p>0.05) was removed manually, until the 
construction of the fi nal model.
Even though there are studies about this theme in 
several countries, including some small-scale works 
in developing countries, there are some literature gaps 
concerning knowledge about depression. In Latin 
America and the Caribbean in general, and in Brazil in 
particular, there is little information about this theme. 
A review carried out in the period between 1980 and 
200016 could not fi nd comprehensive studies, not even 
with representative population samples in Latin Amer-
ica. Moreover, there are few international studies that 
assessed the factors that are capable of infl uencing the 
identifi cation and attribution of depression causes. 
The present study aimed at assessing how the popula-
tion identifi es depression symptoms and its causes.
METHODS
In May and June of 2002, a household survey was 
conducted to assess the perception of depression by 
the population. The sample was comprised of residents 
from the city of São Paulo, aged between 18 and 65 
years. The estimated sample size was 500 individuals, 
achieved by means of the statistical program “Stacts 
Direct software”. Thus, a minimum number of 457 
individuals were reached, using for this calculation an 
estimated response frequency of 5%, with a 2% stan-
dard deviation and 95% confi dence interval.
A random multiple-stage sample with a substitution 
strategy was used. In this procedure, 50 clusters (pre-
defi ned block groupings) were initially selected from 
São Paulo’s city map. The cluster distribution was 
proportional to the population in the 96 city districts. 
Next, two blocks were selected in each cluster and 
fi ve interviews were conducted on each block. After 
selecting the blocks, the fi rst home was approached, 
defi ned by a random choice of an intersection between 
two streets or avenues. Other homes were selected by 
means of a systematic procedure. For each home, one 
resident aged between 18 and 65 years was chosen to 
participate in the interview, based on the birthday that 
was nearest the interview date.
A structured questionnaire was used as an instrument 
and applied in person by trained professional inter-
viewers. The questionnaire preparation was based on 
questionnaires adopted in similar studies1,5 and on a 
pilot study conducted with the local population by 
means of semi-open questions.
The assessment of the perception about depression 
began with the reading on a vignette that described a 
30-year-old person with symptoms of this disorder ac-
cording to the diagnostic criteria from the Diagnostic 
and Statistical Manual of Mental Disorders-IV (DSM-
IV) and the International Classifi cation of Diseases-10 
(ICD-10). This vignette was designed in accordance 
with Jorm et al5’s model (1997). To guarantee that it 
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To verify possible variables that infl uenced the re-
sponses about attribution of causes, principal compo-
nent analysis with Varimax rotation was performed to 
reduce the 18 possible causes to a lower number of 
factors. Afterwards, univariate variance analysis was 
made, where the average scores of each factor were 
dealt with as dependent variables. The independent 
variables were the following: gender, age, religion, 
level of education, social class, identifi cation of the 
problem as mental illness, and personal experience 
with mental health problems. When necessary, the 
Bonferroni test was applied. Statistical analysis was 
executed by means of the Statistical Package for the 
Social Sciences (SPSS).
The study was approved by the Universidade Federal de 
São Paulo’s Ethics Committee and all the participants 
signed an informed consent form.
RESULTS
Table 1 shows the main sociodemographic characteris-
tics of the study sample and of the general population, 
revealing that the sample is comparable to the city of São 
Paulo’s population (10,434,252 inhabitants, according 
to the demographic census performed by the Instituto 
Brasileiro de Geografi a e Estatística (IBGE – Brazilian 
Institute of Geography and Statistics) in 2000.
The most frequent response given by respondents to 
the open question about the problem presented in the 
vignette was “depression” (44.4%). Figure 1 shows the 
main response categories. Categories mentioned in less 
than 5% of responses were not included.
The majority of responses could be grouped as mental 
health problems (48.0%), whereas 37.6% of responses 
could be grouped as personal or life problems, and 5.4% 
as physical problems.
In relation to the question about identifi cation as mental 
illness, 19.2% of the sample believed that the situation 
described refers to a mental illness, while 78% believe 
it does not.
Logistic regression results indicated that a low level of 
education was the only variable assessed that showed 
to be associated with identifi cation as mental illness. 
(OR= 2.001; 95% CI: 1.275-3.141, p=0.003).
Table 2 shows the percentage of respondents for each 
of the causes presented and for the cause considered to 
be the most important.
The majority of factors presented were considered 
as possible causes of depression. Factors related to 
the social and interpersonal environment were those 
most frequently referred to as possible causes. This 
tendency becomes clearer when the choice of the most 
important cause is made: the most frequent response 
was “unemployment”, followed by “isolation”. Biologi-
cal nature causes were considered to be less relevant. 
“Brain dysfunction” and “genetic problem” were rarely 
chosen as the most important causes. Responses of a 
religious character or that attributed the responsibility 
to the person himself, defi ned by “weak character” or 
“lack of self-esteem”, were also little selected as the 
most important causes.
Table 1. Socioeconomic characteristics of the sample studied 
and São Paulo’s total population.
Variable
Sample (N=500)
2002
%
Total population*
2000
%
Gender
Male 46.2 47.1
Female 53.8 52.9
Age group (years)
18-19 7.0 5.7 **
20-29 25.0 27.1 **
30-39 23.6 23.4 **
40-49 19.6 18.6 **
50-59 15.6 11.8 **
60-65 9.2 13.4 ***
Schooling (complete years)
0-3 11.8 15.7
4-7 27.6 32.4
8-10 23.0 19.4
11 or more 37.6 32.1
* Data originating from the fi rst results of the 2000 Census 
by the IBGE (Brazilian Institute of Geography and Statistics) 
for the population of the city of São Paulo above 10 years 
of age.
** Data for the population at 18 years of age or older.
*** Data referring to individuals at 60 years of age or older. 
There are no data available for those between 60 and 65 
years of age.
Figure. Distribution of responses for identifi cation of the 
vignette about depression with frequencies equal to or above 
5%. City of São Paulo, Southeastern Brazil, 2002.
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Even though fi ve factors were initially identifi ed as ei-
genvalue>1, the solution with three factors was chosen, 
as it presented a more signifi cant structure. These three 
factors were: psychosocial, religious/moral and biologi-
cal, which explained 42.4% of the variance (Table 3). 
Thus, the factor composition was the following:
1. Psychosocial (eigenvalue 4.28, explained variance 
23.8%): isolation (factorial load 0.63), unemploy-
ment (0.62), drug use (0.62), family problems 
(0.61), stressful events (0.58), childhood problems 
(0.51), excess of work (0.48), bad diet (0.44).
2. Biological (eigenvalue 1.96, explained variance 
10.88%): brain dysfunction (factorial load 0.80), 
genetic problem (0.74), virus or infection (0.64), 
severe blow on the head (0.61).
3. Religious/moral (eigenvalue 1.38, explained vari-
ance 7.71%): weak character (factorial load 0.71), 
lack of self-esteem (0.70), lack of faith in God 
(0.60), fate (0.47), excessive nervousness (0.47), 
black magic/evil spirit (0.43).
People with a lower level of education showed a higher 
tendency to attribute causes of a religious/moral and 
biological nature to depression. Women revealed higher 
tendency to recognize causes of a psychosocial and 
biological nature. Those who identifi ed depression as a 
mental illness have a higher tendency to point to causes 
Table 3. Results from the univariate variance analysis for each of the three factors.* City of São Paulo, Southeastern Brazil, 
2002.
Variable
Psychosocial factor Biological factor Moral/religious factor
F p F p F P
Level of education (low) 11.370 0.001 10.354 0.001
Gender (female) 5.697 0.017 4.975 0.026
Personal experience (yes) 4.634 0.032
Identifi cation as mental illness (yes) 5.596 0.018
* Only the variables that reached signifi cance (p<0.05) were included.
Table 2. Percentage of respondents according to each of the causal factors of depression. City of São Paulo, Southeastern Brazil 
2002. N=500
Causal factor of depression
Agree*
%
Neither agree 
nor disagree
%
Disagree**
%
Do not know/
did not answer
%
Main cause
%
Unemployment 96.4 - 3.6 - 23.1
Isolation 91.4 1.2 7.0 0.4 22.3
Drug use 92.0 1.0 6.4 0.6 16.9
Lack of faith in God 80.4 4.4 14.4 0.8 8.2
Stressful event 93.2 1.6 5.0 0.2 6.2
Family problems 93.2 0.8 5.8 0.2 5.8
Lack of self-esteem 80.4 4.2 14.8 0.6 4.0
Childhood problems 89.2 2.4 8.2 0.2 2.0
Excessive nervousness 80.6 6.0 13.0 0.4 2.0
Weak character 71.8 4.8 22.8 0.6 1.8
Severe blow on the head 75.0 7.0 17.0 1.0 1.6
Brain dysfunction 73.0 5.6 19.8 1.6 1.2
Virus or infection 54.0 7.0 37.4 1.6 1.2
Genetic problem 63.8 6.8 27.6 1.8 1.0
Excess of work 65.0 6.8 28.2 - 1.0
Bad diet 75.2 6.6 28.2 0.2 0.8
Evil spirit/black magic 33.6 9.2 55.8 1.4 0.6
Fate 26.8 10.0 61.0 2.2 0.2
* Grouped responses (completely agree + partly agree)
** Grouped responses (completely disagree + partly disagree)
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of a biological nature. Personal experience, mentioned 
by 26% of interviewers, infl uenced the choice of psy-
chosocial causes.
DISCUSSION
First of all, some limitations on the present study must 
be mentioned, as it was based on the presentation of a 
hypothetical situation by means of a vignette. This can 
produce an artifi cial situation that does not necessarily 
represent the real attitude and behavior of people when 
facing real depression situations. The use of question-
naires about opinions and knowledge, especially when 
applied in person by interviewers, is subject to inducing 
socially desirable responses.
The present study, carried out by a university (a fact 
informed to all participants before interview), could have 
further led people to express opinions that are closer to 
scientifi c knowledge. As other population studies in gen-
eral, people who accept being interviewed could have 
distinct characteristics compared to those who refused 
to participate. In the present study, where the substitu-
tion strategy for absent people or for those who refused 
to participate was employed, this bias could have been 
stronger. However, in relation to main sociodemographic 
characteristics, there were no relevant differences be-
tween the sample and the general population.
Results must be interpreted cautiously, as, in statistical 
analysis, there was no correction for the successive 
sampling method random selections.
The results from the present study, which was carried 
out in Brazil’s largest urban center, cannot be general-
ized for Brazilian regions with distinct social, cultural 
and economic characteristics. New studies are neces-
sary in other regions, such as the north and northeast, 
as well as rural areas, to verify possible differences in 
the public perception of depression.
When presented to a symptomatic description of de-
pression, less than half of the respondents in the city 
of São Paulo recognized the existence of depression, 
and an even smaller portion believed it was a mental 
illness. These results indicate that the population 
identifi es it especially as a personal life situation of a 
temporary nature.
By comparing the present study’s open question results 
about identifi cation to Jorm et al’s fi ndings7 (2005) 
in Australia and Japan, a similar tendency to defi ne 
the vignette symptoms as a mental health problem is 
observed. The Australian population, however, more 
frequently adopted the term “depression” (65.3% of 
responses), whereas in Japan respondents used more 
generic terms such as “psychological, mental, or emo-
tional problem” and stress, so that only 22.6% of them 
used the term “depression”.
Regarding perception of this disorder as a mental ill-
ness, our results indicate that a small portion of respon-
dents connected depression symptoms to this concept. 
Such result is lower than the one observed in similar 
studies from other countries. In a study conducted in the 
United States,10 69.1% of respondents identifi ed depres-
sion symptoms as indicating mental illness, whereas 
62.2% of the population in Germany1 and 39.8% in 
Switzerland9 identifi ed the symptoms described in the 
vignette likewise. In an urban center in Turkey,15 79% 
of respondents believed the vignette about depression 
described a person with mental illness.
One may wonder about some of the factors that can 
help understand why the term “mental illness”, when 
referring to depression, was little used among this par-
ticular population. First of all, it may be suggested that 
there is little information on this theme in our society. 
Besides, this result can be attributed to certain socio-
cultural characteristics that would involve preferences 
for more comprehensive and less stigmatizing terms to 
defi ne mental disorders.
In this sense, a study by Giosan et al3 compared, by 
means of vignettes, the concept of mental illness among 
three different cultures (American, Brazilian, and 
Romanian). It also revealed that the concept of mental 
illness among Brazilians is little comprehensive, when 
comparing the Brazilian sample to the others, especially 
in relation to the North-American one.
The assessment of determinants for the identifi cation 
as mental illness can help understand this result. Low 
level of education stands out among the determinants. 
This is an interesting fi nding as it indicates that those 
who presumably have less information are the ones who 
most frequently refer to the concept of mental illness. 
Some hypotheses could be raised to explain this fi nding, 
among them the fact that people with a higher level of 
education can express a more psychological view of 
mental and emotional problems that somewhat differs 
from the biomedical model.
Another factor assessed, personal experience, was 
not associated with the identifi cation of depression as 
mental illness in the present study. Likewise, Goldney 
et al4 (2003), in a study conducted in Australia, did not 
fi nd differences between people without depression 
and people with major depression, as well as its other 
types, in the identifi cation of the problem described in 
the vignette. However, in a study made in Switzerland, 
Lauber et al9 (2003) observed that previous contact 
with mentally ill people had a positive effect on the 
identifi cation of depression symptoms.
Causes of diverse natures – psychosocial, spiritual, 
moral and biological – were attributed to depression by 
the population, which points to a multifactorial etiologi-
cal understanding. However, causes associated with psy-
chosocial stress were considered the most relevant.
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When comparing the population view to the results 
from current scientifi c evidence, converging points can 
be found. Scientifi c evidence shows the importance 
of a multifactorial model to understand depression, 
indicating certain psychosocial factors as etiologically 
relevant. On the other hand, some biological factors, 
such as the genetic factors, also considered to be rel-
evant by scientifi c evidence, are little considered as 
etiology for depression by the population.
The results of the present study are very similar to those 
from other international studies, which, in reference to 
distinct cultures and development levels, also show a 
tendency to be associated with depression, especially 
with causes related to psychosocial stress. In the United 
States, Link et al10 (1999) reported that the main cause 
attributed to depression were “stressful events in a 
person’s life”. Nakane et al14 (2005) observed that 
the most frequent cause identifi ed in Australia and 
Japan were “daily problems”. Similarly, in Germany1, 
Mongolia and Russia2, the most important cause for 
the public was a “life event”. In an urban community 
in Turkey15, 87% believed that social problems are the 
cause of depression. Finally, in a study conducted by 
Mulatu12 (1999), in a city in the northeast of Ethiopia, 
also concluded that the main etiological factor attributed 
to depression is related to stress.
Among the variables considered to explain the attribu-
tion of causes, the infl uence of the female sex, low level 
of education, personal experience and identifi cation as 
mental illness stands out.
Low level of education was associated with the pref-
erence for causes of a spiritual/moral and biological 
nature. Other studies on the infl uence of variables on 
the attribution of depression causes also reveal that 
low level of education is connected to preference for 
causes of a religious or moral nature.6,11,12 In relation 
to the causes of a biological nature, the same tendency 
was observed by Matschinger & Angermeyer11 (1996) 
in Germany, whereas the opposite tendency was verifi ed 
by Mulatu12 (1999), in Ethiopia.
As predicted, identifi cation as mental illness was associ-
ated with preference for causes of a biological nature. 
Personal experience showed to be linked to the choice 
of psychosocial causes.
In conclusion, the results showed that the majority of 
the population of the city of São Paulo does not iden-
tify depression symptoms with the terms “depression” 
or “mental illness”, as well as with the preference for 
causes of a psychosocial nature, which somewhat dif-
fers from the biomedical model of depression. These 
results were obtained especially among people with a 
higher level of education.
How can the distance from the biomedical model 
promote or hinder one from seeking help, adherence 
to professional treatments and the acceptance of those 
with depression by society?
It could be imagined that understanding depression 
as a life situation would lead to fewer people seeking 
professional help or their not seeking it so early, but 
there are no direct proofs for this hypothetical relation 
in the literature. Regarding the issue of people who 
suffer from this disorder being accepted by society, 
there is evidence about the association between public 
preference for a psychosocial model and more favorable 
reactions, such as the desire for less social distance and 
less negative reactions.1,2
ACKNOWLEDGMENTS
To Prof. Dr. Clóvis de Araújo Peres, from the Setor 
de Estatística Aplicada do Departamento de Medicina 
Preventiva da Unifesp for the statistical advisory.
7Rev Saúde Pública 2008;42(1)
1. Angermeyer MC, Matschinger H. Public beliefs 
about schizophrenia and depression: similarities 
and differences. Soc Psychiatry Psychiatr Epidemiol. 
2003;38(9):526-34.
2. Dietrich S, Beck M, Bujantugs B, Kenzine D, 
Matschinger H, Angermeyer MC. The relantionship 
between public causal beliefs and social distance 
toward mentally ill people. Aust N Z J Psychiatry. 
2004;38(5):348-54.
3. Giosan C, Glovsky V, Haslam N. The lay concept of 
‘mental disorder’: a cross-cultural study. Transcult 
Psychiatry. 2001;38(3):317-32.
4. Goldney RD, Fisher LJ, Wilson DH. Mental health 
literacy: an impediment to the optimum treatment of 
major depression in the community. J Affect Disord 
2001;64(2-3):277-84.
5. Jorm AF, Korten AE, Jacomb PA, Christensen H, 
Rodgers B, Pollitt P. “Mental health litteracy”: a survey 
of the public’s ability to recognise mental disorders and 
their beliefs about the effectiveness of treatment. Med J 
Aust. 1997;166(4):182-6.
6. Jorm AF, Korten AE, Jacomb PA, Christensen H, 
Rodgers B, Pollitt P. Public beliefs about causes and 
risk factors for depression and schizophrenia. Soc 
Psychiatry Psychiatr Epidemiol. 1997;32(3):143-8.
7. Jorm AF, Nakane Y, Christensen H, Yoshioka K, 
Griffi ths KM, Wata Y. Public beliefs about treatment 
and outcome of mental disorders: a comparison of 
Australia and Japan. BMC Medicine. 2005;3:12.
8. Kirmayer LJ, Young A, Robbins JM. Symptom 
attribution in cultural perspective. Can J Psychiatry. 
1994;39(10):584-95.
9. Lauber C, Nordt C, Falcato L, Rössler W. Do people 
recognise mental illness? Factors infl uencing mental 
health literacy. Eur Arch Psychiatry Clin Neusosci. 
2003;253(5):248-51.
10. Link BG, Phelan JC, Bresnahan M, Stueve A, 
Pescosolido BA. Public conceptions of mental illness: 
labels, causes, dangerousness and social distance. Am 
J Public Health. 1999;89(9):1328-33.
11. Matschinger H, Angermeyer MC. Lay beliefs about 
the causes of mental disorders: a new methodological 
approach. Soc Psychiatry Psychiatr Epidemiol. 
1996;31(6):309-15.
12. Mulatu MS. Perceptions of mental and physical 
illnesses in north-western Ethiopia. J Health Psychol. 
1999;4(4):531-49.
13. Murray CJL, Lopez AD, editors. The Global Burden 
of Disease: A comprehensive assessment of mortality 
and disability from diseases, injuries and risk factors 
in 1990 and projected to 2020. Cambridge: Harvard 
University Press; 1996.
14. Nakane Y, Jorm AF, Yoshioka K, Christensen H, Nakane 
H, Griffi ths KM. Public beliefs about causes and risk 
factors for mental disorders: a comparison of Japan and 
Australia. BMC Psychiatry. 2005;5:33.
15. Ozmen E, Ogel K, Aker T, Sagduyu A, Tamar D, Boratav 
C. Public attitudes to depression in urban Turkey - the 
infl uence of perceptions and causal attributions on 
social distance towards individuals suffering from 
depression. Soc Psychiatry Psychiatr Epidemiol. 
2004;39(12):1010-6.
16. Peluso ETP, Blay SL. Community perception of mental 
disorders. A systematic review of Latin American and 
Caribbean studies. Soc Psychiatry Psychiatr Epidemiol. 
2004;39(12):955-61.
REFERENCES 
